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A qualitative exploration of the lived experience of GP trainees failing to 
progress in training
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aCollege of Life Sciences, University of Leicester, Leicester, UK; bMedical Education, University of Nottingham, Nottingham, UK
ABSTRACT
Challenges facing general practice are multiple and extreme. Amongst them is the increasing 
difficulty of recruiting and retaining General Practitioners (GPs). GPs cite heavy workload, work- 
related stress, little family time and psychological ill-health as factors influencing their decisions to 
leave or reduce working hours. Analysis of the literature suggests that these factors, amongst 
others, are present in GP training and trainees have similar experiences. An in-depth understanding 
of the challenges trainees in difficulty face is lacking.
Our research aim was to better understand the factors that trainees perceive contribute to their 
failure to progress in training. A qualitative approach was adopted using semi-structured inter-
views with GP trainees identified as failing to progress satisfactorily or failing the MRCGP examina-
tions. Interviews were audio-recorded and transcribed. Thematic analysis was used to understand 
the unique experiences of GP trainees and find common themes.
Twenty-three interview transcripts were analysed. Emergent themes were presented using 
a framework of three distinct categories to aid data organisation and allocating themes and sub- 
themes: professional factors, personal factors, and social factors. Difficulties with managing work- 
load, poor motivation, lack of family time and psychological ill-health were significant themes for 
many. This study supports the evidence that difficulties facing GPs take root in training. Failure to 
fully understand trainees’ journeys and associated challenges reduces opportunities to provide 
bespoke packages of care and remediation that fully address their needs.
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Introduction
To complete their training, general practice (GP) trai-
nees in the United Kingdom (UK) must successfully 
complete the MRCGP examination: the Applied 
Knowledge Test (AKT), the Clinical Skills Assessment 
(CSA) and the Workplace-Based Assessment (WPBA) 
[1]. Minimising the likelihood of failure is an important 
part of the training, as well as ensuring that enough GPs 
come through GP training programmes to replace those 
who leave the profession[2]. Reasons for GP trainees 
failing the AKT include insufficient knowledge of clin-
ical medicine, poor evidence interpretation, and a lack 
of understanding about the organisation of primary care 
[3]. The reasons for GP trainees failing the CSA are 
similar but also include poor clinical management, 
data gathering and interpersonal skills [4,5].
Whilst these reasons relate to performance on the day 
of assessment, research suggests a number of other factors 
are associated with failure at assessment. These include: 
GP trainee demographics (non-UK status, black and eth-
nic minority background and male gender) [6,7]; issues 
related to day-to-day practice; training and education 
(heavy workload, reduced work–life balance, poor trai-
nee–trainer relationship) [8–10]; health and well-being 
(stress, burnout and mental illness) [11,12]; conduct and 
attitude (motivation, low confidence, poor reflective 
capacity) [13,14]; and finance [14–16].
Whether these factors cause, or simply correlate with 
the failure has produced much debate[17]. Nevertheless, 
remediation interventions continue to focus on further 
knowledge and skills development[18], rather than 
address contextual factors surrounding the failure. 
Although recommended as evidence-based interven-
tions for supporting trainees, there is limited empirical 
basis for the effectiveness of many remediation inter-
ventions over the long term, and even less suggesting 
they are able to prevent future failure at assessment 
[9,19]. Given the potential cost to the individual, the 
training programme, and the wider healthcare system 
associated with GP trainees who fail to progress in their 
training, investigating the mechanisms and how they 
lead to this outcome should be a priority research area.
Whilst knowing factors that predict the likelihood GP 
trainees failing the CSA is important[20], it is necessary 
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to know the way various factors interact to affect trai-
nees’ study and work[21]. Prediction models help iden-
tify trainees who may benefit from additional support at 
the start of their training[22], but not all trainees who fail 
are detected this way. Understanding how factors man-
ifest themselves through the eyes of trainees and through 
everyday experiences may provide a new way for educa-
tors to identify ‘at risk’ trainees early in their training.
Research in improved predictions of those who fail 
has often been driven by the data collected about trainees 
or a training programme. The aim of this research was to 
explore how trainees in the UK perceived the factors 
influencing their ability to pass examinations and how 
these interact to affect their day-to-day experience of the 
GP training programme. By exploring the problem of 
failure to progress in training from the trainee angle, new 
insights into the way risk factors interact at an individual 
level (at trainee level or level of the GP trainer, the 
practice or the training programme) will better inform 
support interventions for GP trainees.
Methods
Setting
This research was undertaken as part of a larger pro-
gramme of remediation commissioned by Health 
Education England East Midlands (HEE-EM) for GP trai-
nees struggling at high-stakes assessments (e.g. AKT 
or CSA).
Sample
GP trainees identified as failing to progress by the 
Professional Support Unit (PSU) at HEE-EM were 
invited to participate in the research. Criteria for failing 
to progress, or at risk of failing to progress, were defined 
as: (i) failing the CSA, or (ii) concerns raised through 
either the trainee’s educational supervisor or through 
the Annual Review Competence Progression (ARCP) 
process, or (iii) identified through a composite risk 
calculated from their educational supervisor report, 
multi-source feedback and patient satisfaction question-
naire[22]. Eligible participants were contacted and 
invited to take part (Supplementary Box 1).
Data collection
Semi-structured interviews were conducted with GP trai-
nees. A topic guide was developed by exploring training 
experiences (Supplementary Table 1) and included areas 
such as motivation, work–life balance, and health[23]. 
Trainees were encouraged to reflect on their experiences. 
All interviews were digitally recorded and transcribed. 
Transcripts were excluded if a trainee was not in a formal 
training programme at the time of interview, if they did 
not fully engage in the interview process, or did not want 
the interview to be included in research activities.
Data analysis
All interview data were analysed by hand and the 
approach followed a three-stage thematic analysis process 
[24,25] including an initial review and coding of the data, 
categorising codes into themes, and organising themes 
into networks[24]. Thematic analyses presented as the-
matic networks ‘enables a methodical systematisation of 
textual data, facilitates the disclosure of each step of the 
analytic process, aids the organisation of an analysis and 
its presentation, and allows a sensitive, insightful and rich 
exploration of a text’s overt structures and underlying 
patterns’[25]. Themes within a thematic network were 
ordered to represent: (i) basic themes (micro-themes 
derived from the textual data); (ii) organising themes 
(principal assumptions of a cluster of basic themes reveal-
ing more); (iii) global themes (macro-themes to summar-
ise and make sense of clusters of themes).
Results
Forty-three interviews were undertaken with trainees 
for over 12 months. Twenty-three were included in the 
analysis. Of those excluded, 13 were reluctant to fully 
engage with the process, two were not in training at the 
time of interview and in five interviews the interviewer 
did not explore all aspects of the interview schedule. 
Participant demographics are described in Table 1.
For the scope and purpose of this study, the analysis 
focused on identifying and describing the factors affect-
ing GP trainee performance. The emergent themes are 
presented in three (global) categories: personal factors 
(relating to personal beliefs, perceptions, psychological 
health and well-being), professional factors (day-to-day 
work experience, training and development) and social 
factors (maintaining family life and work–life balance). 
Supporting quotes were chosen to illustrate sub-themes 
(organising themes) associated with each global theme, 
demonstrating the richness of the stories recorded.
Personal factors
Five organising themes (Figure 1) with associated sub- 
themes emerged from the data relating to personal 
factors.
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Motivation
Trainees’ motivation changed based on their experi-
ences and enjoyment of other specialities, how flexible 
their posts were and their work–life balance, as experi-
enced at different points in training.
‘I wasn’t really certain about general practice . . . 
I probably was leaning towards cardiology more, 
because I really loved it.’ (Trainee 9)
Trainees describing lacking a clear reason for choos-
ing GP who then went on to fail exams discussed 
reduced motivation for continuing.
‘I’ve definitely thought about leaving . . . there’s not 
a lot of motivation to stay in, I’m definitely 
having second thoughts about, you know.’ (Trainee 3)
Expectations
Trainees felt burdened by the expectations of others to 
complete training. A sense of duty or obligation pushed 
them to continue.
‘I basically tried the sticking to work . . . see if I could 
get better without having any time off . . . I’d be letting 
down colleagues, letting down family . . . ’ (Trainee 21)
Self-perceptions
Trainees self-confidence and own judgements about 
their ability as doctors were low. Some were able to 
recognise this as a contributing factor to their difficul-
ties, rather than a belief that they lacked the ability to 
pass.
‘I think it’s probably a lack of confidence on my 
part . . . because actually . . . I’m not much less bright 
than them . . . I just didn’t believe in myself . . . ’ 
(Trainee 21)
Others were more resigned to failure and described 
a sense of hopelessness.
‘This failure is something that completely has rocked 
the boat . . . personally, mentally it has rocked me . . . 
confidence level has plummeted . . . I’m struggling to 
make simple decisions, and I’m just hating myself to 
be in this position’. (Trainee 6)
On the other hand, some trainees retained their self- 
confidence and perceived themselves as ‘excellent’ 
Table 1. Participant demographics.
Demographic




Sex Female 17 (38) 9 (39)
Male 27 (62) 14 (61)
Undergraduate 
training
UK graduate 19 (43) 11 (48)
International Medical 
Graduate (IMG)
25 (57) 12 (52)
Reason for 
referral
CSA fail 18 (41) 10 (43)
ARCP outcome 2/3 22 (50) 11 (48)
Other 4 (9) 2 (9)
Training level ST1 6 (14) 5 (22)
ST2 8 (18) 4 (17)
ST3 28 (63) 14 (61)
Out of training 
programme
2 (5) 0 (0)
Figure 1. Summary of results: personal factors.
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trainees despite failure, with concern about reputational 
damage rather than not progressing.
‘I didn’t prepare for it [CSA], I took it and failed, so 
I won’t count it as a failure because it was just, you just 
went to play . . . but the moment I got into GP everybody 
started saying I was a star!’ (Trainee 5)
Psychological well-being
A state of heightened anxiety resulted from worry about 
working in day-to-day practice, along with the prospect 
of having to study in preparation for the examination 
re-sit. Following failure, participants reported feeling 
low and withdrawing from others.
‘I wish I can do something just to have one day 
without this fear and feeling actually, the one that the 
CSA has brought on. Just one day where I can rest and 
relax, be myself.’ (Trainee 6)
Whilst some trainees recognised a deterioration in 
their mental health and acted appropriately, others were 
less aware and less able to prioritise their health above 
their training needs.
‘I think in hindsight I probably should have sought 
support from my doctor maybe, support from other 
people . . . I didn’t do it at the time.’ (Trainee 1)
Physical illness
Newly-diagnosed illnesses were significant challenges, 
especially when combined with difficulty in getting 
through the working day whilst studying for re-sits.
‘I guess the fact that it [health problem] came back 
has made me look more – be more anxious about the 
future . . . is my medical condition compatible with what 
I’m trying to do . . . being a GP.’ (Trainee 23)
The chronic nature of some illnesses resulted in par-
ticipants reflecting on what would happen if their 
conditions deteriorated, especially as they were already 
struggling to manage their illness alongside studying.
‘it’s a degenerative condition, so it’s not going to get 
better . . . it’s ******** . . . That’s a big unknown for me . . . 
that’s something that I’m going to have to deal with and 
consider.’ (Trainee 10)
Professional factors
Four organising themes (Figure 2) with associated sub- 
themes were identified within this category.
Training issues
The quality of the trainer–trainee relationship had the 
most bearing on participants’ training experience. An 
absent or non-existent relationship with their trainer 
caused stress, low motivation and risked psychological 
health.
‘When you have a supervisor who you can share 
everything [with], it’s like it’s a good chemistry which 
leads you to favourable results, I think I was lacking 
that.’ (Trainee 19)
Going beyond lack of support, trainees described 
destructive and damaging relationships as a significant 
source of stress.
‘She [supervisor] just has a lot of criticism . . . I just 
found it upsetting what she said . . . she put me off 
general practice and I had second thoughts about work-
ing in general practice for a while . . . in one of the 
consultations she just laughed at it, and I found that 
very insulting.’ (Trainee 3)
Finding and developing a meaningful relationship 
with a supervisor proved difficult. Trainees felt super-
visors rarely engaged with them at key stages of the 
programme (e.g. at the start and in the first few months). 
Figure 2. Summary of results: professional factors.
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Participants often found trainers did not necessarily 
appreciate how much or little they actually knew.
‘I was very disappointed for example with my clinical 
supervisor’s report. My clinical supervisor thought that 
I was not organised, thought I was late a lot of times, and 
that I thought was a complete lie.’ (Trainee 20)
Complaints and investigations
Patient complaints, formal investigations, or concerns 
raised by a colleague caused significant stress. Trainees 
described eroded confidence, damaged motivation and 
a fear these would remain with them psychologically 
and professionally for the rest of their careers.
‘I still carry that aura, of person who done a big 
mistake . . . I try to present myself in certain cases, 
which I’ve done totally right, people still think, he 
should have done this in a better way . . . I have to live 
with it . . . ’ (Trainee 13)
Educational issues
For those who received a new learning needs diagnosis 
during the training programme, there was relief as they 
often long suspected something was wrong. However, 
there was still an element of fear that the diagnosis 
would compromise their progress.
‘They labelled me . . . It [dyslexia] wasn’t actually 
a massive shock to me, it was actually more of a relief 
at kind of knowing why I was struggling, cause you’re 
just sat thinking, is it me? Am I a bit thick? Am I just 
doing things wrong? . . . It doesn’t solve the problem, but 
it gives me a bit more insight.’ (Trainee 11)
Participants generally lacked knowledge and under-
standing about learning strategies most appropriate for 
postgraduate training.
‘It’s hard to say how I’ve been studying, I haven’t 
really studied . . . in my professional life. I mean, I did 
some ad-hoc reading around patients . . . I don’t really 
have a system of studying . . . ’ (Trainee 4)
Work-related stress
Workplace stress was common. Trainees described 
competing daily demands (meetings, home visits, 
administrative tasks) and the pressure to perform these 
in the least possible time as unbearable.
‘The most difficult thing is a lot of things to do and 
you have to fit all these things . . . you work for long 
hours, you come back tired . . . And there’s still more to 
do. And whatever you do it’s not enough . . . it never 
ends.’ (Trainee 18)
After failing the CSA, and against the backdrop of 
struggling to manage their time, trainees felt anxious 
about making mistakes, or missing things for fear of 
being labelled as lacking time management skills. 
Trainees neglected taking breaks in favour of being seen 
to carry on.
‘Half the time I don’t really tend to have time to 
eat . . . there’s always something to do.’ (Trainee 14)
Trainees described mental exhaustion causing anxi-
ety and tiredness long after they had left for the day. 
This was often normalised by others as being ‘part and 
parcel of general practice’. These day-to-day experiences 
were cited as the first triggers for thinking that their 
chosen career may not be for them.
‘I was doing so many long ten to twelve hour shifts . . . 
on the days I did have off . . . mentally, I couldn’t focus’. 
(Trainee 9)
‘It’s a very busy practice . . . All the partners are full- 
time, and that’s kind of the ethos that they have . . . It 
always feels very busy and stressed.’ (Trainee 14)
Social factors
Five organisational themes (Figure 3) with associated 
sub-themes were identified within this category.
Family commitments
Despite choosing GP for the perceived career flexibility, 
participants reported difficulties finding quality time for 
family.
‘ . . . I have three children . . . we’ve been through quite 
a lot actually, very difficult time. My life has turned out 
upside down since I started this GP.’ (Trainee 6)
Workload taking a toll on family relationships 
resulted in further feelings of stress, anxiety and guilt. 
Participants felt angry at themselves for letting their 
family down as a consequence of failure in the CSA.
‘I hate myself for wasting my children’s childhood right 
now, because that’s a time where I should’ve been taking 
and just having quality time . . . I hate myself.’ (Trainee 6)
The caring responsibilities of participants were not 
confined to children, but extended to elderly parents, or 
other dependents.
‘ . . . both my parents are disabled and were quite 
unwell during that year as well, so that was quite a lot 
of stress added on top.’ (Trainee 11)
Invariably, tensions within the family caused strained 
relationships with partners, and in some cases led to 
relationship breakdowns, with inevitable impact on 
training experience and study.
‘I had a number of sort of issues with my marriage 
and so on and ended up getting divorced.’ (Trainee 15)
Financial implications
The direct costs of failure were significant. In addition, 
the more hidden costs, including revision courses, 
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required further resourcing, sometimes beyond what 
participants could afford.
‘Not only is it [CSA] mentally a burden but finan-
cially it could be a burden. Because it’s not just the exam, 
it’s the courses, it’s the booking of accommodation, it’s 
the transport . . . all adds up.’ (Trainee 7)
‘I’m basically broke now because of the exams and 
going part-time and other things. I was in a much hap-
pier place before coming to GP.’ (Trainee 6)
The need to ensure sufficient available funds pro-
voked stress, especially among those who had turned 
to part-time working. The challenge was arguably great-
est for participants who were sending money aboard to 
support family not domiciled in the UK.
‘But I’ve got this sense of financial responsibility to 
my mum and my younger sisters as well, and I try and 
send them money every month.’ (Trainee 5)
Visa and immigration status
Non-UK participants felt constantly on-edge as 
a consequence of their visa requirements and restraints. 
In many cases, these participants needed to ensure they 
were always in employment or risk non-renewal of 
visas, and being asked to leave the UK. Similarly, failure 
at assessment risked lengthening the training pro-
gramme, something participants were keen to avoid.
‘I have only fourteen days extra to find a job once my 
training finishes . . . I think my training would finish in 
first week of August and my visa is valid ‘til nineteenth 
of August 2017 . . . That’s a pressure.’ (Trainee 16)
Disruption to social life
Failure in the CSA led participants to sacrifice time with 
family and friends for time working on their portfolios 
or studying for the re-sit.
‘This weekend I’m probably just going to end up spend-
ing working on my e- portfolio . . . I’d planned to meet up 
with a friend but had my supervisor meeting and I got told 
that I needed to do more of my e-portfolio.’ (Trainee 3)
There was a sense of resentment towards the situa-
tion and a feeling that this was to be expected by super-
visors as a consequence of their predicament. Left 
unchecked, some participants felt regrets around choos-
ing their career path.
‘I didn’t expect this . . . I would have been frightened 
off if people had told me that if you are an ST3 this is 
how you are – your lifestyle is going to be. I would be 
like, no, I probably don’t want this.’ (Trainee 16)
Isolation
The inability to put down roots as a consequence of 
having to frequently move was challenging. Every new 
move brought a sense of ‘starting again’ with respect to 
friends or acquaintances. A sense of belonging never 
increased and if anything, was eroded.
‘I don’t really have any friends up here, I don’t really 
know anyone up here . . . so it’s kind of like difficult to be 
an outsider.’ (Trainee 10)
In principle, the idea of moving around to gain expo-
sure to different training experiences was never ques-
tioned, but the distances that participants were having 
to travel was regularly cited as unnecessary. It often 
meant time away from family, causing a sense of loss 
and emotional hardship. Participants were convinced 
this kind of separation impacted on their training, as 
well as their prospects in the exam.
‘Staying away from the family . . . it’s a long time. For 
the first two and a half years, it was alright. But this last 
six months, it has been really difficult, just staying away 
has been difficult.’ (Trainee 2)
Figure 3. Summary of results: social factors.
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Discussion
This study found a complex network of factors leading 
GP trainees to struggle and fail the CSA. These included 
personal, social and professional factors, none of which 
operated in isolation. Trainees discussed the emotional 
turmoil, particularly in the context of having sacrificed 
so much to arrive at this point. They discussed the 
psychological impact on their professional identity and 
the toll failure took on their own self-esteem and psy-
chological well-being. The impact failure had on their 
motivation to continue with training was apparent, with 
trainees feeling overwhelmed and burdened by the 
demands of their programme.
Strengths and limitations
Semi-structured interviews were used to ensure in- 
depth discussion and a sensitive exploration of the emo-
tions associated with trainees’ experiences and cogni-
tions behind their perception of failure.
One limitation of the research was the sampling method 
and recruitment. Individuals who fail at assessment may be 
desperate to participate in anything perceived to help them 
get through the next exam diet, therefore engagement with 
this research may have been unconsciously influenced by 
trainees’ wanting to receive more teaching and feedback on 
performance. The findings from this research specifically 
related to the sample population in this study, and may be 
less generalisable to the wider trainee population. There is 
evidence of ‘excellent’ trainees who may be exposed to 
similar challenges yet not succumb to failure or enter into 
difficulty[26]. Likewise, there was no longitudinal element 
to this research. The findings relate to a particular point in 
time rather than a pattern of behaviour and set of circum-
stances consistent across a number of high-stakes exam 
failures.
This study explores GP trainees’ experiences of failing 
the CSA and demonstrates that performance on the day of 
the exam was likely determined as much by the complex 
interplay between professional, personal and social factors, 
as it was individual knowledge or skills alone. This study 
identified that trainees take exams in the face of challen-
ging training-related issues, difficult personal circum-
stances, and work-related stress and poor psychological 
well-being. This is a reminder that sitting professional 
exams alongside being in employment continues to be 
a significant challenge for healthcare professionals. The 
findings confirm trainees who possessed low self-esteem 
and suffered threats to their psychological or physical 
health, appeared to have a greater degree of ambivalence 
towards their chosen speciality after failing the CSA. 
Finally, this research highlights that failure in the CSA 
has consequences for the individual far beyond simply 
the additional study required, but impacts on their friends, 
family and finances.
The implications of this research are wide-ranging, 
particularly around ways trainees who fail the CSA 
could be better supported in future, and policy around 
the structure of GP training programmes more widely.
The experience of GP trainees who fail the CSA 
strengthens the case to develop better methods for iden-
tifying trainees in difficulty well before they fail at 
assessment. Traditionally, students and trainees are per-
ceived as homogeneous populations according to their 
stage of training, academic rank or past performance 
[7,22,27] Growing evidence demonstrates more hetero-
geneity among student/trainee populations, each with 
a different ‘success trajectory’ based on academic and 
non-academic characteristics. Novel methods using 
machine learning and artificial intelligence techniques 
are now being used to give greater precision for detect-
ing those at high risk of failure, for example one US 
medical school used 53 variables to predict ‘success 
potential’ in over 1000 students[28]. The use of more 
‘dynamic’ variables to predict success, which consider 
how trainees, trainers and training environments inter-
act on a daily basis is likely to explain a greater propor-
tion of variance.
Seeking support for specified difficulties (such as 
a learning difficulty) is generally straightforward, though 
not always timely [29,30]. This research demonstrates the 
challenge of accessing support for complex difficulties 
that are not easily labelled. Similar to other educational 
contexts where individuals who do not present stereoty-
pically, access to support in these instances is often 
delayed or inadvertently overlooked altogether [31–33].
Whilst classifying challenges across dimensions (per-
sonal, professional and social) and identifying relevant 
interventions for each individual problem is helpful[9], 
designing and delivering a global support system, and 
monitoring its effect is probably more important. 
A multi-disciplinary approach to support is likely to be 
necessary, where all responsibility does not lie with the 
GP trainer, but instead, they co-ordinate support, receiv-
ing input and feedback from various agencies as required.
The challenges of working in primary care are 
reported widely [34–36]. The GMC’s 2018 Training 
Environments Survey identified work-related burnout 
as prevalent to a high degree among trainees, with well 
over half feeling worn out at the end of the working day 
[37]. Whilst a lot of attention has gone to those estab-
lished in practice, or towards the end of their career[38], 
this study suggests initiatives to retain GPs should look 
at those currently in training[39].
To conclude, our findings highlight a lack of sufficient 
social and emotional support for trainees in a high-demand 
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profession. Structured early support could improve reten-
tion and the development of resilient future GPs.
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